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PROPOSED  

FEDERAL  

REGIONAL  

AS  TO  

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL NOTICE OF APPROVAL OFAND 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO:ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

FORM APPROVED 
OMB NO. 0938-0193 

1. TRANSMITTALNUMBER: 2. STATE: 

0 0 - 0  1 0 HAWAII 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 

SECURITY ACT (MEDICAID) 
MEDICAL ASSISTANCE 

4. EFFECTIVEDATE 

JANUARY 1, 2001 

STATE BE NEW0NEW PLAN 0 AMENDMENTCONSIDEREDPLAN AMENDMENT 

COMPLETE BLOCKS 6 THRU 10IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 
6. FEDERAL CITATION:STATUTE/REGULATION 

SECTION 1902 (r)(2) OF THE ACT 

8. PAGENUMBER OF THEPLANSECTION OR ATTACHMENT 

SUPPLEMENT 6 TO ATTACHMENT 2 -6-A 

10. SUBJECTOF AMENDMENT 

STANDARDS FOR OPTIONAL STATESUPPLEMENTALPAYMENTS 

11. GOVERNOR'S REVIEW (Check One): 

0GOVERNORS REPORTED NO COMMENTOFFICE 
0COMMENTS OF GOVERNORS OFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45 DAYS OF SUBMITTAL 

16. 

13. TYPED NAME: 
SUSAN M. CHANDLER 

14. TITLE: 
DIRECTOR 

15. DATE SUBMITTED: 

7. BUDGET IMPACT 
a. FFY- $
b. FFY $ 

9. 	PAGENUMBER OF THESUPERSEDEDPLANSECTION 
OR ATTACHMENT (If Applicable): 

SAME: 

I 

fiOTHER,ASSPECIFIED: 

RETURN TO: 

STATE OF HAWAII 
DEPARTMENT OF HUMAN 
MED-QUEST DIVISION 
P.O. Box 339-~~ _ _ _  

APPROVED BY THE GOVERN 

SERVICES 

HONOLULU, HAWAII 96809-0339 
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